In recent years there has been considerable psychiatric interest in the problems of gender identity and transsexualism. Several books (3, 6, 17, 18) and numerous scientific papers have been written on the subject, accompanied by increasing attention from the public media. This has resulted in the emergence from anonymity of a large number of transsexuals who now request medical and surgical sex alteration procedures. Psychiatrists are increasingly asked to evaluate the merits of these requests and to recommend treatment programs.
As an indication of the magnitude of the problem, Pauly (14, 15) , notes that over 2,000 persons requested change-of-sex surgery in the first three years of operation of the Gender Identity Clinic of the Johns Hopkins Hospital. Among the initial 500 unsolicited requests 32 were from Canada (10) .
However, most psychiatrists are not eager tobecome involved with this problem because the patients do not want psychiatric intervention except insofar as it will facilitate their goal of sex change -there is traditional medical abhorrence of mutilating normal tissues, and there is also fear of undesirable publicity and of adverse legal and professional consequences. Furthermore, most psychiatrists do not have the training or experience to properly evaluate the requests for gender mutation.
Unfortunately conclusions in the recent literature are contradictory and do not always provide clear guidelines for assessment of these patients. The criteria for iatrogenic sex change and alternate effective modes of treatment for transsexuals have not been definitely established. ' Modified version of paper presented at the Annual Meeting of the Canadian Psychiatric Association, Winnipeg, Manitoba, June, 1970.
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Canad. Psychlat. Ass. J. Vol. 16 (1971) The following case illustrates the difficulties in each of these areas and is sufficiently unusual to be of psychiatric interest in its own right.
Case Report G.P.F., a 35 year-old hospital attendanf,. came to the Royal Victoria Hospital on the night of July 24, 1967, and reported to the astonished Emergency Room staff that he had' just cut off his testicles, burnt them and flushed' them down the toilet "... to prevent anyone' from re-grafting them." He claimed that he had; performed the operation at home without. anesthetic and with the loss of only some 50 cc of blood, "... the usual amount lost by a woman during menstruation."
The patient was immediately admitted to the Urology Service where it was determined that the bilateral orchiectomy had indeed been skilfully performed, so that only minor revision at the operative site was necessary. Psychiatric consultation at this time and subsequent inpatient and outpatient psychiatric study revealed the following history.
The patient reported that since 6 years of age he had wanted to be a girl. He played with girls and girls' toys as much as possible and felt uncomfortable with boys. Some time during the prepubertal years he surreptitiously started to wear female underclothing. During his teens he began to cross-dress openly whenever possible, but neither then nor subsequently has cross-dressing excited him sexually. Indeed, he disclaimed any strong interest in sex at any time of his life, and stated that he did. not masturbate and cannot recall any nocturnal emissions. He has always felt disgusted by his. sexual organs. During his teens he had a few fleeting homosexual flirtations but these never led to actual sexual experiences. He denies having had any heterosexual experiences prior to his marriage, although at 17 he did attempt to 'conform' by looking for a girl-friend. This. search was unsuccessful and short-lived.
At 30 he married a woman ten years his. senior who knew of his wish for sex change.. The marriage has never been consummated •. During the early months there was some sexual play at his wife's request in which, he manipulated her genitalia though he found this abhorrent. He would not permit his penis to be touched. At his insistence the limited sexual activity soon terminated.
His wish for operative sex change has been a frequent preoccupation since adolescence. He contacted many doctors for this purpose and corresponded widely with professionals and institutions throughout the world, including clinics engaged in the study and treatment of transsexuals. He was invariably disappointed -either because he was placed on a long waiting list for evaluation or because the fees were beyond his means. Furthermore, in many of his contacts with physicians, psychiatrists, urologists and plastic surgeons he felt demeaned and rejected.
The patient's early years were chaotic. He was born in Seattle, Washington, of parents whom he never knew. He was adopted when three weeks old by a couple who were in the midst of severe marital turmoil which soon led to desertion by the husband. The mother had no income and lived precariously for two years until she married the man whom the patient came to regard as his father. Two years later a sibling was born -a girl who -died shortly after delivery.
The patient invariably described his mother as a warm, loving and kind woman who suffered many hardships. He paints a near-idyllic picture of the relationship but his description Is usually affectless and stereotyped.
The stepfather is described more convincingly as a sometimes kindly but usually aloof, shy and withdrawn man, whose work kept him away from home most of the time.
The family moved many times during the patient's early years, and he attended seven schools. He seems to have been an intelligent but highly sensitive, lonely and alienated child. He felt unaccepted by boys and different from them, despite normal male physical characteristics. He avoided sports and competitive activities and was generally regarded as a 'sissy'. There were few close relationships with either boys or girls. However, in retrospect, it was the growing discomfort with his masculinity which he chiefly blames for his unhappiness.
The only activities in which he excelled and 'felt comfortable were music and ballet. During late adolescence he was under considerable pressure to undertake socially acceptable mas--euline activities, his parents having discovered 'his cross-dressing. Although apparently disturbed and displeased they did not seek professional help for him but, instead, forced him to enlist in the California National Guard at 17 and then in the regular United States Army at 20. After several months in the Army he was discharged as medically unqualified. The patient recalls these military experiences with horror; he was regarded as a homosexual although he disclaims any homosexual interest, and he found the competitive, aggressive activities distasteful and difficult.
The next twelve years (20-32) were characterized by considerable geographic and vocational drifting through California and neighbouring states. He had numerous short-lived jobs, mostly as an unskilled factory worker, farm hand, dishwasher or office-boy. Between jobs he enrolled in many special courses, receiving training and sometimes diplomas in book-keeping, gas-pipe fitting, practical nursing and fashion designing. During this period he again had few close contacts and no lasting relationships.
His physical health was always good but several periods of emotional stress were identified by him, and during these he felt both depressed and anxious. In each case these episodes were marked by an intensification of his wish to change sex, and resulted in abortive attempts to obtain surgical procedures. The first was at 17 when he was forced to join the National Guard. Another was at 20, following discharge from the Army. He was picked up by the police while trying to enter a women's bathroom clad in an army jacket and a skirt.
He was again arrested in Los Angeles, in 1962, when he was observed walking along the street in feminine clothing. Although the case was dismissed before trial, he was shaken by the experience and once more sought surgical and psychiatric help, convinced that his problems would be solved if his body were changed to conform to his feminine self-image. Again frustrated in his efforts, he came to Canada in December, 1962 'to escape sexual persecution', and since then has worked fairly steadily, mostly in hospitals as a practical male nurse. During the three years prior to the autocastration he was an orderly in the Emergency Department of the Royal Victoria Hospital in Montreal, having specifically sought this job to prepare himself for the surgery. In March of 1967 he was successful in obtaining transfer to the Urology 'Department, where he undertook a three-month orientation course and also read urological texts and familiarized himself with surgical instruments. When the opportunity presented itself he skilfully, and without anesthetic, performed bilateral orchiectomy.
Apparently no important psychosocial event took place during the days immediately preceding this. Although anxious for years, he had felt relaxed and euphoric since having made the decision to perform the orchiectomy. The timing seems to have been determined, at least in part, by his completion of the urological medical-nursing course. Certificates and and diplomas have long been important to him and this one now gave him the confidence to attempt the surgery.
Extensive investigations were performed. In summary, he was a tall (6'2") male with normal habitus, a normal male chromosomal pattern (44 + XY) and normal male endocrine status. The only physical abnormality other than the loss of testes was the presence of slightly enlarged, bruised breasts, the result of self-administered estrogen and massage. When allowed to dress as he pleased on the psychiatric ward he presented a bizarre appearance: a tall figure wearing an ill-fitting wig over his own long hair, false breasts, a dress and female hosiery and shoes. His mannerisms were awkwardly female. Although there was no obvious attempt at mimicry or caricature he could hardly 'pass' as female, even if his height were disregarded. Sensorium, intelligence and mood were within normal limits, but he was obsessed by the desire for complete surgical and legal sex change, that is, penectomy and construction of a vagina and also alteration of his birth certificate and major documents. His consistency and single-mindedness in justifying his action were reminiscent of a delusional idee fixe.
Although no gross thought disorder was clinically detected a paranoid orientation to interpersonal relationships was present. There were also phantasies which he himself recognized as bizarre. In one phantasy he saw himself as a chorus girl, luring men whom he later rejected.
Psychological testing shortly after admission revealed a verbal IQ of 122 and fullscale IQ of 115, with indications that emotional turmoil was adversely affecting intellectual function. Projective tests suggested schizophrenic features with misinterpreta-. tions, overgeneralizations and bizarre ideas, His sexual orientation was passive, masochistic and ambivalently feminine. Deep-set feelings of fear and hatred towards men were identified -men being viewed as destructive and animalistic.
Outpatient treatment was arranged in the hope that, within the context of a supportive relationship, a better evaluation and the establishment of realistic treatment goals might be possible. The request for immediate penectomy and construction of a vagina was deferred, but he was placed on conjugated estrogent 1.25 mg daily. No attempt has been made to prevent cross-dressing. The patient has now been seen regularly for almost four years since the autocastration. It has been possible to gradually establish a therapeutic alliance.. although this totally depends upon the therapist's tolerance of the patient's basic assumption that he must live as a woman in order to be happy. The patient relates in a dependent way and seeks constant approval and guidance. Nevertheless considerable emotional distance from the therapist is always maintained. Attempts at exploration of deeper layers of personality have not been successful, and produced considerable anxiety and the wish to run away.
Also there has been firm resistance to any suggestions that he reconsider the possibility of a masculine adjustment. Instead he has relentlessly and successfully continued to establish his identity as a woman. He has had facial electrolysis and now wears feminine clothing all the time. He has gained acceptance as a member of a women's church group, has succeeded in obtaining a 'corrected' Quebec driver's licence, Canadian social insurance card and unemployment insurance card and is in the process of obtaining a changed birth certificate from the State of Washington. The need for further surgery is a continuing preoccupation.
During the past four years a number of features of latent schizophrenia have been observed, though never episodes of frank psychosis. There is definite impairment of perception and judgment with respect to how he appears to others. Although he has become more feminine in his dress and gestures his appearance is still bizarre but he is unaware of this. Affect is usually appropriate but restricted. At times of stress ideas of reference and paranoid, near-delusional beliefs emerge. At these times he intensifies his request for more tPremarin. surgery, threatening suicide or further selfmutilation as an alternative.
In March 1970 psychological testing was repeated and the results were largely unchanged.
Discussion
This case illustrates many problems associated with the assessment and management of persons seeking sex change.
These patients have great difficulty in being properly assessed, and this particular patient was no exception as he had contacted a large number of physicians, including psychiatrists, who did not recognize either the extent of his disturbance or the strength of his wish to change gender. The hostile, rejecting attitude he encountered is common as is documented by Green et al. (7, 8) .
The uncertainty of diagnosis is the next major hurdle. Whether transsexualism can accurately be considered a separate nosological entity is still a matter of controversy. While Kubie and Mackie (12), Socarides (16) and others (1,13) raise important theoretical objections, the workers with the widest actual experience with such cases have become convinced of the distinctiveness of the syndrome (3, 6, 17, 18) . They feel that 'true' transsexuals are not psychotic, nor are they fetishists, transvestites or homosexuals in the usual sense of these terms.
This particular patient is diagnostically interesting in that he is probably schizophrenic but also demonstrates many of the features said to characterize transsexualism. As usual there is no detectable physical abnormality of sex, whether chromosomal, hormonal or morphological. There is, however, the apparently unalterable conviction that he is a feminine being trapped in a male body from which he feels so alienated that he wishes to change it. He is uncomfortable in masculine attire but feels relaxed when dressed as a woman. However, he derives no sexual fantasies or sexual excitement from cross-dressing. Unlike most transvestites and homosexuals he gets no pleasure from his sexual organs but rather wishes to destroy them. His family constellation probably contains two of the factors repeatedly observed by Stoller (17) in families of male transsexuals -excessive closeness with a permissive mother who herself has gender identity problems and a father who is effectively (psychodynamically) absent.
It is hardly necessary to point out that such family patterns have been reported in a variety of conditions, including homosexuality and schizophrenia.
A number of features strongly suggest that this patient is schizophrenic, among them the fact and manner of his self-mutilation. Actual autocastration is rare, in contrast to fears, wishes or phantasies about it, and it occurs mostly in disturbed schizophrenics. Blacker and Wong (4) in 1963 found only forty such cases in the world literature. In examining their four cases plus another five well described cases from the literature, they found: severely impoverished childhood experiences, including the absence of a competent' male to identify with; overcontrolling mothers; strong pathological feminine identification; physical repudiation of their male genitals; and anxiety, guilt or shame which was relieved by the castration. The patient described here is an additional case of genital self-mutilation with this particular constellation of findings. However, unlike the others, he has many transsexual features and has never been overtly psychotic.
As he probably is schizophrenic, this patient's compulsive need for sex change may well be based upon a delusional system more or less circumscribed in the area of gender identity. If so, to what extent is this true of more typical transsexuals? Based upon the study of nine patients of both sexes for up to five years the impression was gained that there is considerable variation in the degree to which the gender identity distortion has delusional properties. Certainly in some patients it is quite impossible, even after careful psychiatric exploration and psychological testing, to find evidence of psychotic processes unless the wish for sex change itself is arbitrarily defined as psychotic.
More authoritative statements about this and other problems of diagnosis and classification must await further study, both intensive and longitudinal. Meanwhile distraught patients continue to present themselves with requests for sex change and they deserve to be evaluated and offered appropriate treatment.
' It seems reasonable to adopt the approach of Green (9), Baker (2) and others who attempt to separate transsexuals from more classical homosexuals, transvestites and fetishists because these latter types are best treated by traditional methods. The same is true of patients who are clearly psychotic or prepsychotic. However it is necessary for practical therapeutic purposes to consider separately those patients who, while giving no definite evidence of psychosis, still persistently and vigorously seek to change their sex. To avoid semantic confusion they should be labeled 'transsexual' -this term is now in common use pending diagnostic clarification. Having assigned a patient to this category the therapist is then faced with the moral, ethical, legal and technical problems of management. These issues have been systematically considered by both the Johns Hopkins workers (6, 11, 19) and those at the University of California, Los Angeles (2, 9, 17) .
It is both logical and psychiatrically traditional to attempt to alter patients' distorted beliefs (whether delusional or obsessional) to conform to objective reality rather than the converse. Unfortunately it has proved to be impossible to effect reorientation of gender identity to that consistent with morphological sex in adult 'true' transsexuals by psychotherapy, behaviour therapy or drugs (2) . Therefore, the psychiatrist has three choices when faced with a transsexual patient. Firstly he can avoid further unpleasant involvement by asserting that there is nothing to be done, which is both callous and incorrect. Secondly, he can undertake the time consuming, morally challenging, often frustrating task of properly assessing the problem and seriously considering the endocrine and surgical intervention which the patient seeks. For this it is necessary to have the collaboration and support of competent and highly reputable endocrinologists, surgeons and gyneecologists. Before irreversible surgery is performed intensive medical, psychiatric, laboratory, social and psychological study is required; at least a six-month trial of reversible, hormonal sex reorientation together with close psychiatric observation must follow; social, legal and vocational planning must be initiated concurrently. The third approach is to try to by-pass the requests for sex change by vigorous attempts to resolve other psychosocial problems. It is hoped that the need for sex change will diminish if the patient can be helped to live a less conflicted and more gratifying life, even though the basic gender identity distortion is not likely to be affected. This approach is sometimes successful with paranoid patients in whom the delusions then become less important for maintaining psychodynamic equilibrium, although the character structure remains unchanged.
To be successful such an approach demands much time and dedication. The psychiatrist and his team must form a relationship with the transsexual which is so strong that it will hold him until improved life adjustment enables the presenting symptoms to recede. Required also are multiple supportive measures: psychotropic drugs, social and vocational rehabilitative help, and opportunities to form new relationships. This would appear to be the best method of treating patients who have psychotic potential, who have not made good social and vocational adjustments, have below average intelligence, are lonely and have poor object-relations, and who have difficulty in 'passing' when cross-dressing. Had the patient whose case has been presented come earlier to this hospital for consultation this method might have been attempted but the fact remains that, although surgery might not have been recommended, both he and his wife claim that he has been less anxious, .less depressed and actually happier Vol. 16, No. 5 since the autocastration. These biased, subjective statements hardly constitute strong evaluative evidence but, interestingly, coincide with the results of another autocastration by a hospital orderly reported by Bowman and Engle (5) .
However, as in all aspects of medical practice, crucial therapeutic decisions must be individualized and not made according to rigid formulas, and patients with psychotic potential who do not benefit from the conservative, supportive approach should still be considered possible candidates for sex-change procedures.
Conclusions
Management of transsexuals is initially complicated by the fact that the patient,. but not the doctor, has a definite treatment plan. What is ideal treatment remains a matter of controversy, since some basic questions of etiology, pathogenesis and capacity of such patients for psychological change remain unanswered. Non-therapeutic attitudes evoked by such patients complicate the picture. A cautious but openminded approach is advocated. If understanding of the problems of transsexuals is to be extended psychiatrists must not shrink from becoming involved and must carefully record their observations of the natural course or the postoperative findings in their cases.
Summary
In recent years psychiatrists increasingly have been asked to evaluate patients who demand medical and surgical sex alteration procedures. Most psychiatrists do not welcome this challenge for which they are not properly trained, and conclusions in the recent literature are contradictory and confusing.
An unusual case is reported which illustrates many of the difficulties in the diagnosis and the management of transsexuals. A schizoid, thirty-five year-old man with long standing gender identity problems performed successful autocastration after he repeatedly failed to obtain adequate psychiatric and medical treatment. Like most transsexuals described in the recent literature, he demonstrated an apparently unalterable conviction that he was a feminine being trapped in a male body from which he felt alienated and which he repudiated. Dressing in feminine clothes reduced his anxiety and made him feel 'right' but was not associated with sexual excitement. His background reveals a chaotic childhood; characterized by a close attachment to an overly permissive, possibly disturbed mother and the absence of a stable father-figure with whom he could identify. Unlike most transsexuals this patient also shows many features which support a diagnosis of schizophrenia.
Diagnostic and therapeutic considerations are discussed with reference to the relevant literature. Management is complicated by the fact that the patient is persistent and insistent in his demand for sex change while the physician struggles with ethical and practical problems. A cautious but openminded approach is advocated which involves an initial trial of supportive psychosocial rehabilitation and then a readiness to consider medical and even surgical sex change procedures if there is good evidence that the patient cannot otherwise be helped. 
Resume
Depuis quelques annees, on demande de plus en plus aux psychiatres de faire I'evaluation de sujets qui exigent une modification de leur sexe au moyen de methodes medic ales ou chirurgicales. La plupart des psychiatres font mauvais accueil aces demandes pour lesquelles ils n'ont pas la formation voulue et les conclusions des recents. ecrits sont contradictoires et deroutantes.
L'article ci-dessus fait rapport d'un cas inusite qui illustre bien les difficultes qu'on eprouve lorsqu'il s'agit de diagnostiquer et de traiter des invertis. Un sujet schizoide de trente-cinq ans, qui, depuis longtemps eprouvait des difficultes au sujet de I'identite de son sexe avait reussi a s'evirer lui-meme apres avoir inutilement tente a plusieurs reprises d'obtenir un traitement psychiatrique et medical adequat, Comme la plupart des invertis dont il est question dans les ecrits recents, il presentait une conviction apparemment inalterable qu'il etait une femme emprisonnee dans un corps d'homme dont il se sentait detache et qu'il rejetait. Lorsqu'il portait des vetements feminins, il se sentait moins anxieux et plus a l'aise, mais cela ne s'accompagnait pas de stimulation sexuelle. Ses antecedents revelaient une enfance troublee, caracterisee par un etroit attachement a une mere trop permissive, peut-etre merne troublee, et par l'absence d'une image paternelle qu'il eut pu identifier. A l'encontre de la plupart des invertis, ce sujet presentait aussi bien des caracteres qui venaient appuyer un diagnostic de schizophrenie.
L'article expose les considerations de diagnostic et de traitement a la lumiere des ecrits pertinents. Le traitement se complique du fait que Ie malade est persistant et qu'il insiste pour changer de sexe tandis que Ie rnedecin est aux prises avec des difficultes d'ordre moral et pratique. On preconise une attitude prudente et de la largeur d'esprit ce qui comporte un premier esai de rehabilitation psychosociale d'appui ainsi que Ie recours possible a des methodes medicales et meme chirurgicales de modification du sexe si on est convaincu que Ie sujet ne saurait etre aide d'une autre tacon,
Not to be born is best Oedipus Coloneus
Sophocles 495 -406 B.C.
